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ADQI METHODOLOGY 

Our consensus process relied on evidence where available and, in the absence of evidence, 

consensus expert needed opinion where possible as described previously. Our methods comprise (i) 

a systematic search for evidence with review and evaluation of the available literature; (ii) the 

establishment of clinical and physiological outcomes and also measures to be used for comparison of 

different treatments; (iii) the description of current practice and the rationale for the use of current 

techniques; and (iv) the analysis of areas in which evidence is lacking and future research is required 

to obtain new information. The topics chosen for each conference are selected on the basis of the 

following criteria: (i) prevalence of the clinical problem; (ii) estimate of variation in clinical practice; (iii) 

potential influence on outcome; (iv) potential for development of evidence-based guidelines; and (v) 

availability of scientific evidence. 

The activities of ADQI conferences are conducted in three stages: (1) pre-conference, (2) conference, 

and (3) post- conference. Prior to the conference, we identified four topics for discussion pertaining to 

Cardiac and Vascular associated acute kidney injury (AKI). Conference participants were divided into 

four working groups, (i. Pathophysiology; ii. Diagnosis and risk assessment; iii. Prevention; and iv. 

Workup and Management) and tasked with the development of practice recommendations as well as 

research recommendations where knowledge gaps were recognized. Panelists were assigned to one 

of the work groups, with one member serving as the group facilitators. Conference directors circulate 

between the breakout groups and also serve as facilitators and moderators for plenary sessions.  

Summary statements were developed through a series of breakout sessions where individual work 

group members were required to identify key issues for which recommendations were needed and to 

classify current state of consensus and identify supporting evidence for each issue. Workgroup 

members were then required to present their findings to the entire group, revising each statement as 

needed until a final version was agreed upon. The responsibility for presenting the findings of the work 

group to the rest of the participants was shared by each member on a rotating basis. Group facilitators 



revised work group findings as needed after each plenary session. Directives for future research were 

achieved by asking the participants to: a) identify deficiencies in the literature, b) determine if more 

evidence is necessary, and c) if so, and articulate general research questions. When possible, 

pertinent study design issues are also considered. Special observers had a scheduled rotation through 

each of the four workgroups to provide input. In each breakout session, the workgroups refined the 

key questions, identified the supporting evidence, and generated recommendations and/or directions 

for future research as appropriate. Summary statements were developed through these series of 

alternating breakout and plenary sessions and were further refined until final versions were agreed 

upon. A writing committee assembled the individual reports from the work groups. Each report was 

edited to conform to a uniform style and for length. The final reports were mailed to each participant 

for comment and revision. Once final reports were completed, the writing committee summarized the 

individual reports into a final conference document that is submitted for publication. 

For each group topic studies were identified via MEDLINE, PubMed search, bibliographies of review 

articles and participants' files. Searches were limited to English language articles. We excluded studies 

on pediatric population. Each group identified a list of key questions and reviews of the literature were 

performed in a systematic manner prior to the meeting, as directed by the Workgroup chairs. Although 

nonrandomized studies were also reviewed, the majority of the Workgroup resources were devoted to 

review of randomized controlled trials (RCTs), as these were deemed to be most likely to provide data 

to support level 1 recommendations with very high- or high-quality (A or B) evidence. Exceptions were 

made by incorporating the best available evidence and expert opinion for topics with sparse evidence.  

Through consensus of opinion, the available literature was distilled and presented iteratively to the 

conference participants with the final outputs assessed and aggregated in a plenary session who 

formally approved the consensus recommendations. The quality of the overall evidence and the 

strength of recommendations were graded using the Grading of Recommendations Assessment, 

Development and Evaluation system. Evidence was classified according to levels per EBM 

methodology. 

 


